projection. The height options are low (L), moderate (M), and full (F), and the projection options are low (L), moderate (M), full (F), and extra-full (X). 2, 4 Each style is named by two letters corresponding to the height and projection, respectively. Each implant style has a Biocell (Allergan) textured shell surface consisting of irregularly arranged depressions with a mean pore diameter of 300 μm (range, 100 to 600 μm), which is designed to reduce implant mobility and therefore minimize risk of rotation. 2, 4, 5 Breast implants with extra-full projection have been associated with complication rates higher than those observed in implants with lower profiles. 6, 7 Complication risk, however, may not be associated with the fuller projection itself, but rather with the choice of an implant that exceeds the patient's soft-tissue framework and its ability to withstand the stress placed on it over time. 8 Of note, extra-full projection implants may be more logically designed and used for breast reconstruction than for augmentation. 9 Other suggested indications for extrafull projection implants include ptotic breasts, constricted lower pole breasts, tuberous breast deformities, and avoidance of mastopexy in patients who do not want mastopexy scars. 6 In a series of 400 cases, breast reconstruction following mastectomy with anatomical extra-full projection implants produced good aesthetic results and high subject satisfaction, with low complication rates; the overall rate of complications was 17.8 percent, with capsular contracture being the most common complication (11.3 percent). 10 In a smaller series, the extra-full projection implants were used successfully in subjects with specific surgical challenges, including ptotic or atrophic breasts in those declining mastopexy, complicated implant exchanges, and suboptimal breast reconstructions.
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The present report describes pooled 2-year safety, satisfaction, and implant effectiveness results from two prospective, multicenter studies in subjects who underwent breast reconstruction following mastectomy and received Natrelle 410 extra-full projection implants (style FX, MX, or LX; hereafter referred to as X-style).
PATIENTS AND METHODS

Study Design
The Continued Access and the Continued Access Reconstruction/Revision Expansion clinical trials are prospective, multicenter, cohort studies designed to evaluate the safety and effectiveness of Natrelle 410 implants. Both studies enrolled subjects undergoing primary breast reconstruction or breast implant revision surgery. The Continued Access trial also enrolled subjects presenting for primary breast augmentation. This article presents results collected through 2 years after implantation in women who received Natrelle 410 X-style implants for breast reconstruction. Data from the Continued Access and the Continued Access Reconstruction/Revision Expansion trials were pooled because of their similar study designs. Investigational sites were required to have surgeons who were certified by the American Board of Plastic Surgery and had experience placing silicone gel implants. For the Continued Access trial, investigators were required to have participated in the 410 pivotal study 4 ; for the Continued Access Reconstruction/Revision Expansion trial, investigators were required to have participated in the 410 pivotal study or another Allergan study of shaped gel implants. Both studies were conducted in compliance with U.S. Food and Drug Administration requirements. Each site obtained approval from the relevant institutional review board before enrolling any subjects. All subjects provided written informed consent before surgery.
Subjects
Subjects aged 18 years or older were eligible if they had adequate tissue available to cover the implants and were willing to follow all study requirements. In the present report, subjects presented for primary breast reconstruction of the affected breast(s) because of mastectomy for cancer, prophylaxis, or trauma. Implantation to correct asymmetry in the unaffected breast was allowed at the time of mastectomy or when the implant was placed in the reconstructed breast. Subjects were excluded if they had advanced fibrocystic disease considered to be premalignant without accompanying subcutaneous mastectomy, breast cancer without mastectomy, an abscess or infection at the time of enrollment, any disease known to impact wound healing, tissue characteristics incompatible with mammaplasty, any condition that contributes unwarranted surgical risk, psychological characteristics incompatible with the surgical procedure or implant, or an unwillingness to undergo further surgery for revision if medically required. Subjects who were pregnant or nursing were also ineligible.
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Data Analysis
Investigators used standardized case report forms to collect data prospectively before implantation and at scheduled follow-up visits and unscheduled office visits. The scheduled office visit at 2 years occurred within a 6-month window after the 2-year anniversary of the primary implant surgery. Safety was assessed by the incidence of local complications, including capsular contracture (Baker classification grade of III or IV) and implant rupture, and reoperation and implant removal/replacement. The cumulative risk of these complications by subject (or, if relevant, by device) and its 95 percent confidence interval were determined using the Kaplan-Meier product limit method. Physicians and subjects reported their satisfaction with the implants 2 years after surgery using a five-point Likert-type scale ranging from definitely satisfied to definitely dissatisfied. The proportion reporting satisfaction with the implants (i.e., responses of definitely satisfied or somewhat satisfied) was evaluated descriptively. To assess implant effectiveness, physicians indicated whether the shape of the breast reflected the shape of the implant, and whether the breast implant had maintained its original position. Preoperatively and at selected follow-up visits, subjects completed a quality-of-life questionnaire that included validated scales to assess general and specific quality-of-life domains relevant to breast implant surgery, including satisfaction with breasts. Preimplantation and postimplantation scores were examined using paired t tests.
RESULTS
Subjects and Surgical Characteristics
The studies were conducted at 85 investigational sites that each enrolled between one and 399 subjects, who are included in this analysis, with implantations occurring between August of 2005 and May of 2012. A total of 2795 women with 2-year postimplantation data received Natrelle X-style implants for breast reconstruction in the Continued Access study and the Continued Access Reconstruction/Revision Expansion study. The median age in the study cohort was 50 years, and the median body mass index was 28.0 kg/m 2 . Most subjects were white, married, and had attended college ( Table 1 ). The majority of subjects (76.0 percent) had undergone reconstruction of both breasts: indications included mastectomy for cancer and prophylactic mastectomy in the contralateral breast (40.9 percent), bilateral mastectomy for cancer (20.5 percent), mastectomy for cancer in one breast and contralateral augmentation for asymmetry in the contralateral breast (7.2 percent), and bilateral prophylactic mastectomy (7.0 percent). The main indication for unilateral reconstruction was mastectomy for cancer in one breast (22.7 percent of all subjects).
Overall, a total of 4912 devices were implanted, with all women receiving at least one X-style implant ( Table 2 ). The most commonly used implants were full height, extra-full projection [n = 2487 (50.6 percent of all implants)] and moderate height, extra-full projection [n = 1961 (39.9 percent)]. The most common sizes used were 560 cc (n = 392), 495 cc (n = 384), and 450 cc (n = 318) among full height, extra-full projection implants; and 520 cc (n = 312), 445 cc (n = 270), and 410 cc (n = 282) among moderate height, extra-full projection implants.
The majority of devices were implanted in a partial submuscular [n = 2837 (57.8 percent)] or complete submuscular position [n = 1854 (37.7 percent)] and through a mastectomy scar incision [n = 4057 (82.6 percent)]. Reconstruction was performed using tissue expanders after mastectomy in 91.8 percent of cases (4508 of 4912); the remainder had one-stage/immediate-implant reconstruction. General anesthesia was used in nearly all subjects, with the procedure performed slightly more frequently in a hospital than in a freestanding surgical facility (50.7 percent and 47.0 percent, respectively). The remaining cases were performed in a physician's office. Implant pockets were irrigated for 4496 of 4912 implanted devices (91. 
Safety
Local complication rates were low during the 2-year period following reconstruction ( Table 3) . The cumulative risk rate for any single complication did not exceed 5 percent. Asymmetry had the highest cumulative risk at 4.8 percent, and was followed in order of decreasing risk by capsular contracture (3.3 percent) and infection (3.1 percent). Cumulative risks of implant malposition and wrinkling/rippling were less than 2 percent. The cumulative risk of reoperation was 21.6 percent by subject and 16.6 percent by device, with the primary reasons for reoperation reported as scarring (n = 97), asymmetry (n = 89), implant malposition (n = 78), and infection (n = 71). The cumulative risks of explantation by subject with or without implant replacement were 6.7 percent and 2.5 percent, respectively. Overall, the most frequent primary reasons for implant removal were infection (n = 62), asymmetry (n = 57), subject request for change in implant style and/or size (n = 44), implant malposition (n = 32), and capsular contracture (n = 31). Device rupture was the cause of reoperation and explantation in one subject. No cases of double capsule formation or breast implant-associated anaplastic large-cell lymphoma were reported in the course of this study. Plastic and Reconstructive Surgery • October 2015
Satisfaction and Implant Effectiveness
Satisfaction with the X-style implants was high at 2 years. Using a five-point scale, 96.3 percent of physicians and 91.1 percent of subjects indicated that they were somewhat satisfied or definitely satisfied with the implants (Fig. 1) . At 2 years after implantation, 97.0 percent of physicians reported that the shape of the breast reflected the shape of the implant, and 97.1 percent indicated that the breast implant had maintained its original position. In addition, subjects reported significant improvements at 1 and 2 years after implantation in satisfaction with breast shape, breast size, breast feel or touch, overall satisfaction with the breast, and with how well breasts matched (p < 0.001 for all comparisons before versus 1 and 2 years after implantation). Images of a subject who received bilateral full height, extra-full projection implants depict a more vertical footprint of the implant, excellent lower pole projection, and nice slope of the reconstructed breast mound (Fig. 2) , whereas images of a subject who received bilateral moderate height, extra-full projection implants show a shorter, wider footprint of the implant, and good lower pole projection (Fig. 3) . Both images were taken at 2 years after implantation. Figure 4 shows images of a subject taken preoperatively (Fig. 4 , above) and at 2 years after implantation (Fig. 4,  below) , with a unilateral reconstruction of the left breast using a full height, extra-full projection implant.
DISCUSSION
Concern about the safety of silicone gel breast implants relates largely to risk of complications, including device rupture and the need for additional surgery. The most common local complications are capsular contracture, hematoma, infection, asymmetry, and malformation. 12 The present study provides robust prospective data on the safety of Natrelle 410 X-style implants in subjects undergoing breast reconstruction following mastectomy. The cumulative 2-year risk of local complications was low. No individual complication had a cumulative risk greater than 5 percent, and only asymmetry, capsular contracture, and infection had cumulative risks greater than 3 percent. The 2-year risk of implant malposition was only 1.9 percent.
These findings are consistent with results from the Natrelle 410 Core study, which evaluated the four Natrelle 410 styles approved in the United States in 2013 (FM, FF, MM, and MF). 1 In the subset of 225 women who had breast reconstruction, the complications with the highest 3-year risk were asymmetry (8.7 percent), capsular contracture (5.9 percent), and implant malposition (4.9 percent). These rates are higher than rates in the present report, but also reflect an additional year of follow-up. However, the higher rate of asymmetry in the Core study also reflects the smaller proportion of subjects who underwent bilateral procedures compared with the cohort receiving X-style implants. In the Core study, 129 subjects (57.3 percent) in the reconstruction cohort underwent bilateral procedures compared with 76.0 percent of subjects in the present study. The cumulative risks of reoperation (21.6 percent), implant removal with replacement (6.7 percent), and implant removal without replacement (2.5 percent) at 2 years in the present study were also consistent with the results in subjects receiving moderate projection and full projection implants in the Core study at 3 years (31.8, 13.8, and 3.5 percent, respectively). 1 The safety of the Natrelle 410 implants was maintained at 10 years during the 10-year Core study. 3 The comparison of our results with those from the Core study suggests that X-style implants do not have higher complication rates relative to moderate or full projection implants. This conclusion is supported by a recent retrospective pooled analysis showing that full or extra-full projection implants were not associated with greater risk of capsular contracture, malposition, or other complications compared with low height,moderate projection implants. 13 Other studies using extrafull projection implants demonstrate their feasibility in breast reconstruction. In a report on 400 consecutive cases of breast reconstruction with anatomical, gel-cohesive, extra-full projection implants in women undergoing skin-sparing mastectomy, subjects were followed for a mean of 32.4 months. 10 Overall, complications occurred in 71 subjects (17.8 percent); most frequently, capsular contracture (11.3 percent). Implant removal was required in 15.3 percent of cases. The complication rate was reported as 9.5 percent in a study using the Natrelle X-style implants for breast reconstruction in 234 women with follow-up for an average of 18 months; Baker grade III capsular contracture was observed in 15.5 percent of the breasts.
14 Sixteen subjects (7.7 percent) received an implant replacement to improve the cosmetic result more than 1 year after primary surgery.
Physician and subject assessments at 2 years provided a measure of the effectiveness of the X-style implants for breast reconstruction. Along with overall assessments, patients reported improved satisfaction after implantation regarding important aspects of the visual appearance and feel of their breasts. Comparisons of satisfaction rates across studies are inherently difficult. Nevertheless, the high satisfaction rates reported by physicians and subjects in this study are consistent with those obtained with the moderate and full projection Natrelle 410 implants in the Core study. 1 Moreover, they compare favorably with satisfaction rates in other studies of extra-full projection implants in breast reconstruction. 10, 14 In addition, when determined at 2 years, most physicians reported that the shape of the reconstructed breast reflected the shape of the implant and that the breast implant had maintained its original position.
This study has several limitations. First, magnetic resonance imaging was not incorporated into the study design; therefore, an accurate estimate of device rupture was not obtained. In the Core study, a subset of subjects underwent silent screening for device rupture. At 3 years, the overall risk of suspected or confirmed rupture across all cohorts of the Core study was 0.8 percent by implant. 1 In the data sets at 6 and 10 years, the overall risk of implant rupture across all cohorts was 3.8 percent and 5.7 percent, respectively. 3, 4 Second, information on postimplantation radiation therapy was not collected. Radiation therapy after implantation has been associated with higher complication and reoperation rates and lower satisfaction and aesthetic outcomes. 15, 16 Third, the availability and use of surgical scaffold devices to provide soft-tissue support and repair in breast reconstruction surgery is a relatively recent development 17 ; these cohort studies were designed, initiated, and conducted before their widespread availability and thus do not include data on their use.
Determining the appropriate style of Natrelle 410 implant for women undergoing breast reconstruction is critical for achieving the reduced complication and reoperation rates and the high satisfaction rates observed in this study. In the experience of the authors, candidates most appropriate for X-style implants include those with a contralateral breast having slope and base dimensions similar to those of the X-style implant, patients undergoing bilateral reconstruction who desire more projection and have adequate skin envelopes after expansion, and patients undergoing nipple-sparing mastectomy who have a longer inframammary fold-to-nipple dimension that would require greater projection in the lower pole to maintain good positioning of the nippleareola complex.
CONCLUSIONS
The safety profile of Natrelle 410 extra-full projection implants mirrors the safety profile of
